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Otilizing a quality 'assessment methodology fcr^ 

ambuiatoty patient care currently under development by the "Indian 

Health servicers (IHS) . office .of Research and Development, - 

comparisons we're made between results derived from a pilot test. in" 

IHS service units, 2 metropolitan Health Haintenance Organizations 

. (HMO) , and 3 rural private practices. Comparison .of the systems' 
performances 'were made for the following tracer conditions: prenatal 
care; infant care; streptococcal; .urinary tract infection; 
lacerations of scalp and extremities; hypertension; and 
iron-deficiency anemia. Results indicated: no substantial and 
consistant difference in the performance of the providers of care; 
observable, differences attributable to patient contact uith the 
system of care oy system recognition of. the need for service; ^IHS ' 
provided more widespread application of counseling and educational 

^ tasks aSid selected screening tasks, had higher patient contacts, and 

.had lover recognition of the need for service than private practices 
or HMO's; private, practices and HHO's had higher recognition of 

*^etvi^ need lind higher follow-up rates than IHS; private practices 
had, sbmeDfaat of . a higher follow-up rate tiian the HMO's; fiMO's had a 
somewhat higKer application rate for counseling, education', and 
Health surveillance tasks than private practices. Since the provider 
indicators did not reve.al a ^rticularly high level of performance, 
i.t was concluded- that systems performance, could pe substantially 
improved if all practices capitalized upon existing patient 'visit' 
patterns. iJCy . j 
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ABSTRACT ' • 

• * . ♦ • 

/ . A quality asse^ment methodcrlogy for ambulatory patient- care is. under 
development by the Office of Research and Development of the Indian Health 
Service. This report summarizes the conceptual basis of the\ethodology and 
^Jescribes a pilot test in six service units of the Indian Health Service, 
three rur^l private t)ra'ctices, and two metropolitan health maintenance 

. ■ • ^ ^ . ' . / 

organizations. 4 The results for s^ven tracer conditions, designed to examine 
health system performance in terms of care provided by the system, care 
received by the beneficiary population, and the^ continuity ai^ presei:ited. 
Although the da.ta from 1?he pilot sites, which were selected in a non -^random 
o manner, do not necessarily reflect the quality of ambulatory care from each 
pracfice type, sevefal , trends are noted and briefly discussed. ' ~ 



INTRODUCTION: ' ' - , , ' 

The Indian Health Service (lUS) of the Department of Health, Education, 

< 

'^^^ ^^^^ primary responsibility for assuring comprehen,sive heal^i * 

services to over* 600, odo American Indian? and Alaskan Natives. This ' 

responsibility is discharged through a series of service units locapd-in 

Indian, communities and des*igned to provider preventive, health maintenance, 

and cui^tive^ services to the beneficiary populations. * ' * •* 

Although there is a growing national conceni'with the .quality d'f health 

9afe, most of the developmental, efforts* to da(te^have concentrated on inpatient 

care, the Indian Health Service is <leeply concenied with the quality of 

hpspital care as witnessed by the relatively large dumber of service* unit 

hospitals which have earned accreditation by the Joint Commission 'for 

Accreditation of Hospitals. However, servj.ce unit hospitals represent only 

one component of the IHS health care system and inpatient ca^'e is only one of 

several alternative modes of -providing health care to the beneficiary popuXa- 

tion. For this. reason, concem..for the quality of health care ^tends ta that 

care provided in the outpatient clinic and in a variety of field-based 

activities. Since the IHS health care system employs a variety of* dis- 

Ciplinary groups in the provision, of health services, ft is ^f particular 

importance to exaanme, the continuity of care providerd by the various oomponentj 

of the health care system/ * 

The Office of Research and Developjnent o'f the Indian Health Service has 
^ * 
been developing a methodology for assessing the, effectiveness of ambulatory ' 

cai'e V \ . **This report is part Pf a series describing a pilot test of, tl\e * 

assessment methodology in six service units of thfe Iridian Health Service, ' 

three rural privAe prattices^ and two health maintenance orgaffizatiojis (HMO's) 



/ 



. The Xi^^st report presents an overview of the methodology and the second ' 

'^escrib^s the results from-the six'service units. of the 'iHS This report' 

presents ar^ compares the results' obtained from the IHS service unit?/ rural 

private -practice, and the HMO's. • ' * 

• ♦ * 

METHODOLOGY: r 

•The conceptiial ba^is of the assessment •methodology has been fdlly 
...^ described elsewhere' In summary, the assessment strategy is"completed 

m stages? First, a set of. health problems (tracers), is. .selected to represent 
fhe major healfh problems of the community.- A process map (or.'clinical 
algorithm) is constructed for each health problem to describe the expected 
* prpcess of healtkrcare . JJroc^ss maps specify necessary, elements, of preveritiqn, 
screening, diagnosis, treatment,- and follow-up, and they define acceptable 
health outcomes. In gener^al the set of tracejrs selected- should /as a group, ' 

! ^ 

include all the clinical "functions for e'kaBiination. ^ 

Criteria of clinibal 'care are defined for each tracer condition. and are 
'translated into audit questions* (galled indicators) 'which are the actual 
^measpres of quality.^ The indicators are generally of three types. ' Population- 
based process indicators express a percent of the tota^ community which ^as 
received a particular health sei:vice* This class of Jn^icators characterizes 
the extent to whiqh the healtji care system is mbeting .the needs.- of its total 
•patientTpopulation. By tracking "^specific patient cohorts they describe fbe 
continuity, distribution, and approjpriateness of health services received. • 



Th?.s;meas{ire o£*system peigform^nte might be 'reflected by population-basfed 
indic^tof^ such as : • " . 



^1. What percent of the community has been adeqiiately^scroened for ' 

' ' ^ • 

hypertension? , ' 

2. i\fhat , per cent of -infants in th^ community has been adequately' 
. , inmiunized -against poliomyeJlitis? ^ ' 

3. Wha;:, percent of patients diagnosed with .otitis' media, received 
adequate antibiotic therapy? ► ' - ' ^ 

Provider -based inaicators ' Express a, percent of contacts between patients 

and the healfh Care system in which particular healtii. services were provided. 

This clafes of indicator characterizes the adequacy of health services provided 

jvhen patient-s' utilize the health care system. Provider -based indicator data 

can\e aggregated to characterize the performance of individual providersi^ • 

provider disciplines, or all providers In the ^system, .This performance 

measuirfe might be reflected by indicators such as: . , , . ' 

♦ , 1. What percent. of patient visits diie for a screening blood > 

Pressure resulted. in a blood pressure recording'?* 

' • 2. *What percent of infant visi'ts due for poliomyelitis immunxEation 

resulted in an' immunization? ' • • ' 

3. ' What percent of patient visits including a diagnosis of otitis 

media, was an appropriate antibiotic prescribed and a follow-up' 
' * (■ , * ' * • 

* visit scheduled at an appropriate"" interVaL?* 

• ^ Finally, health status indicators express the percent of patients for 

whom a change in health status has been documented. One should b^ cautioned 

against' equating health status indicators with meastfres of incidence or' 

p;:.evalettce sincfe the latter requires a random §ampling of the population. 

Health status indicators on the other hand often reflect ''change -in health - 



status of selected patient grQup;^^.g., only those who were jfoUowed-^up. 
' • ^ . ' ■ • . 1 

Xable 1 shows the, tracer conditions used in the pilot study along with the 

assessment perspective (population-ba^ed. or provider-based) and clinical 
functions of care covered by each. Figiire^ 1, -'shows the process map for 
lacerations and ^the points in the process' of care from which indicator data 
is ejctracte.d. ' * * * ' • 

Some indicators a«je, anaJagous to - "floK Wter«»» and can be constructed in 
a sequence, in order tec examine the continuity of .care. From the process map 

• * • . ' X ' • 

.for ^iron-deficienc/ anemia, sho\m in figure 5, the population carr be seen Vo 
p6rcoaate down through a varicfty of pathway^/ If flow meter' indicators are 
placed along the major routes,' they will measure- the distribution and continuity 
of health services. For 'example, if -an indicator is placed at the entrance of 
the- diagnostic element, the results will show hew well diagnostic services are 
distributed among the screened-positive population. These i^^dicator sequences 
may focus on any of the clinical functions of the health care process and can 
express ^'continuity", as a series of condition*al probabilities based. on 
empirical data. By examining continuity of care' in this way, the assessment 

methodology can identify discontinuities in health care and distinguish between ' 

* / • \ 

those related to provider -behavior and those related to patient utilization of \^ 

services. . . - \ 

f ' . . ^ • ' ' ^ ' 

la general /a required health task is completed only when^three basic 

ste^s occur* First, there must be contact between the patient and an appropriate 

provider. Second, the need for "that^health care task must be recognized, and 

finally the task must be performed. Conventional wisdom would suggest that ^ 

making contact with the health care system for services is generally^the 

* . *~" 

responsibility of • the patient. The recognition function is th6 shared responsi- ' 

bility of the patient vfio may ref leat need in his chief complaint,, and the ^ 



provider. who reviews the patient's record. The' performance of the task, 
finally, is the . responsibil^ity of the provider. In this study urinary tract 

r • ^ 

infections, iron-dfeficiency anemia, and hypertension are the tracers designed 
to examine the continuity of ca^e in* this way. * , , ' 

The pilot sites employed in this study and characterized in t^le 2 
^ *i . ' ' 

.were^chosen m a non-random manner. Four of the- six service units (CiD,0,F) 

were incliided due to a shared concern for the quality of anibulatory care, 
t . - ( 

while the other tvyo were included due to characteristics of their system or 
population that made the total group more representative oi IHS service units 

. *. >■ ' ■ - * * • 

m general. The three private practices were ^selected from rural areas. 

Pa:ivate^ractices B and C ^e, f rom the same, general geographic are^ as service 

units C apd D, while private prance A is located in proximity 'to servidfeb 

units A and B and both mo^s. % no instance did .a" pilot ^site,. approached for 

inclusion In this study, decline. In all cases, the cli'nical personnel were " 

extremely cooperative and indicated an interest in constructively, utilizing 

the study results to improve the quality 'of care which they provide. 

Criteria of clinical care were established for each tracer by a con- 

suftant with recognized expertise in that ^condition. The criteria wer^e re^ " 

viewed and approved by the clinical. stdff cf? service units C and D, which were 

the. original pilot sites. "^The criteria were presented to the- clinical staff o'f 

each of the»other pilot sites before or during the study and there were no 

particular objections, to the criteria established. \ ' - " • ^ 

. • ' . • — - • #^ 

Ifithin ^each '*tr&cer conditJohV indicators were selected to include criteria 

.that wefe considered essential to good! basic health care. Items that wei^e 

controversial or would bfe applicable in only a small percentage of cases" were' 
- • » » * 

not used in formulating the irfdicators;* Also tastes which were felt to -be 



. reliably documcntcxl (or at least should be reliably documented) were more often ' 

incorporated into tlie indicators. Items which might be performed regularly, but* 

infrequently documented^ such asL elements of the history'or physical exam or 

counseling tasks, were incorporated into inaix:ators only when they were con- 
» • . "® 

sidered to be essential for basic health- care. The indicators are shown in . ^ 

tables 3 to 13. " ' " ' 

, • » - 

Data collection instruments Vere designed for extracting the data required 
to compute each indicator and \^7^re subsequently field-t?sted , These^ were' ' 
described and illustrated previously ' ^ * 

Previous experience with^ tA\e methodology Jias suggested that a number of ' 
.individuals ,can perform well in data collection. In this pilot study data 
collectors included undergraduate stlideiitsr in health administration, a -medical 
student, a phys.p.cian, and .a laboratory technician- with an MPH degree. A 
study of reliability, using the^ physician ^as a standard,, was dpne on a sample 
of the cases reviewed by each data collector. Agreement between the physician ^ 
and the data collector equalled- or exceeded 90% in each instance. 
^ .Patient cohorts' were selected for audit for each tracer- by sampling from 

the entire beneficiary population as-nearly as possible.. This was done, in an ' 

« • * * " , ■* 

attempt to remove bias toward patidftts who wfere more rfrequent utilizers of health 

cafe.! This was more easily accomplished' in the IHS and HMO*s whfere- 'the • ^ ' 

,benef^ciary populations were^well defined. In the private practices patient ' 

cohorts were obtained from the medical records! Although this may contribute 

to a bias in favor of better care for the private practice, it would have beofi' 

equally^ unfair* to expect them to prdvide care to all people in their catchment, . 

area. • ' • ' . 

■ - . I ' 
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To examine the quality of prenatal care, a list was compiled of all women 
■pregnant during the study ye^r by examining birth certificates, the delivery 
roonv log, dischar-ge diagnoses, ope^-ative reports, and lab Vcqui-Titions for.- 
"prenatal lab work." From this list a sample was chosen using standard ' ' 
sampling techniques. Similar techniques were used to gather a sample of in- 
fants for ex^ination of infant c-tire, and of adults for .audit of hypertension 
^screening. Cohorts for urinary tract- infection and anemia were selected from 
^•laboratory slips or the laboratory log as tfese tracers examined the continuity 
of care distal to the screening process.- Any patient found on audit to have 
^Qndqrlying renal di'sease "or^a non-nutritional cause of anemia -were .discarded 
from the sample, Patient cohorts for streptococcar-pharyngitis* were gen'e^ated 
by randomly pulling medical records and searching for a visit' involving a sore 
throat. Finally, the patient cohorts for laderations were identified'by re- 
View of the emergency room log. . 

Audit of the care for each patient involved examination of *etich health 
record extant for that patient. In many cases this required audit of a 
medical record, at* the hospital, one or more field clinic records, and ^ , 
public health nursing^records, in order to extraivt'a complete profile of care 
for- -each patient for that tracer "condition . , * \ 



RESULTS AND DISCUSSION:- ' . . • 

Tables 3 thij^ugh 13 present the results for eajch tracer condition. The ^ 
dataijhas been aggregated^^thin tracer condition by indicator an4 i^^^^xpressed 
-as^ weighted mean for IHS'/ rural private practice, and th<f 1-frlQ's. Since there 
was a substantial variance within pildt sites of the same type, the range is * 
also sho\m.' * ^ ^ /' 
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At the outset it should be emphasized that the central purpose of this • 
(juality assessment methodology is not to genelike statements of "gooS" or- 
"bad" care. Rather it is' desig'ned to identify theVelativ* weaknesses in the ' 
system of. care that require attempts at improvement. Further, it should be 
emphasized that the results of this study shoufd not be widely generalized" to 
all health care settings of the Indian .Health Service, rural, private practice, 
or Health'Maintenance Organizations. The non-random m&thod of selecting pilot" 
sites and the substantial variance between Sites of the same practice' con- 
figuration (e.g. IHS, rural private practice, HMO) precludes any conclusions' 
that one practice configuration is superior to another. * Finally, it should 
be pointed out that, this atudy does not examine all aspects of quality of 
health care. Rather . its" focus* is on effectiveness and continuity. of health . • 
care, through examinaticfn of basic dementi o^ the process of care and 
selected indicators of outcome. It does not examine issues such as accessibility 
and acceptability -of cate, the fine details Vf a complete diagnostic evaluation 
and treatment plan, nor does it examine the long teriil outcomes of care M '^^ 
^ terms' of mortality,^ level of function, or patient satisfactio^ with eventual- 
heal.th status. ' ... ♦ 

WELL PATIENT CARE : . • , ' ' r " 

. • ' Examination of the pOpulation-based indicator results for-.^nfant care' 

i . ■ ' , w • ^ 

(table 3) and prenatal care (table 6) reveal generally low' ra.tes* for counsel,- 
ing and educational tasks received , by Hhe beneficiary populations. Of this 
groi^ nutrit^nal counselihg'^for^in-fants (table 3) ind family .jjlanning c.ounsel- . 
/ iri^ (fable 6) appear to receive the most widespread application* '.From the data 
it appears =that within the pilot sites. ♦f this study,- the IHS, and the HMO's 
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•pravrde the most widespread .ajjplication of counseling and health education . * 
tajsks. ^ ^ * . ' - 

The -health care tasks related- to health stltus monitoring are Vlso 
generally quite low. The growth, development, and-diet monitoring 'rates for 
infants (table 3) indicate that these health^services are being distributed to 
far. less than 50| of the infants. However, the growth and diet monitoring 
rates from the provider perspectrve (table 5) are somewhat better. This iata. 



would suggest that the limiting factor for both health services is the ' 
^ j)atient's utilisation of services-. However, the^ provider-based rates also ' 
intlicat^ that many opportunities to provide theje services are being, over- 
looked. A similar, although more dramatic, pattern is noted in the pregnancy 
monitoring rate's (tables 6 and 8), where "the popul at ion -based indicator (taSle 
^ 6) is relatively low compared to the excellent provider -based Ates (table 8) 

for this^ indicator: /^v 1'^ .f , . * - t 

^ ' In this study, the data collection procedure was. extxemely lenient in 
interpretirfg the content of the record regarding educatioi^al, counseling, and 
mo"nitoring tasks. For example, single statements such as "walking"! or "rolling 
ovey" pr "development WNL" wgre considered adequate^or the "development I 
monitdring rate"*(table 6). • Nonetheless, it coi|]^d be argued effectively £hat 
the performance of educational, ahd counseling tksks "is substantially better 
th&n the documentation of performance. While this may be very true, t-he - '"^'-S^'' 
impoi^tance of .documentation «>f tasks .critical to adequate care cannot ^be - » 
oyei;-emphasized, particularly in a setting in which multiple providers 
participate .in the care of patients. Without adequate documentation, the - 
assessment of service needs for any given patient ^vis it rests on the provider's, 
assumption rather than knowledge of -which' tasks ihave been done and -which 
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\ , 

The immunization rates- of tables 3 -and 5 deserv^comment. Of the total ^ 
infant cohort's 69%, 58% , j^nd 44% of infants had received ' 3 DPT, aiid 2 OPV 
immunizations by age 13 mdnths in the IHS, private practice; and HMO's, . 
• respectively. When measles and rubella were added -to the criteria C^total ■ 
' > . ' immunization rate"), the results were somewhat lower! ' The "DPT immunisation' 
■ < rate" frem'-^he provider perspective (tab^e 5) suggests that substantial 

* ' . v • . . 

^ opportunities to provide, immunization to infants who are due," are being missed. 

• • ' * 

i It should be noted that 'the audit'period of tJjis study preceded the current 
unmunization recommend at i6ns of the Academy of Pediatrics that measles be 
' ■ deferred -until 15 "months of age. " 

. , Finally,- it is important to note that the. risk assessment rate for ' 
pregnancy (table 6) did not exceed 10% in any of the practice types, aijd 
• - . reached, a high of only 30% in one p'ilot site. -Thfs indicator was extremely 

_ lenient requi^ipg only a single statement of risk or progno^sis of pregnancy by 
• the 20th gestational week. From the provider-based perspective- (tablfe 8) the - 
» -^results are similarly discouraging. 



SCREENING : ^ ' - " - 

Of the indicators relating to screening 'for infants (table 3)' the "anemia 

' . ' ' / i . ' ' 

. screeg^ing rates" and ^'TB screening rates" appear to be substantially higher in 

the IHS and HMO's'. However, the results for the "hip dyspla'sia -screening rate" 

; shbv^d^Substantial .difference among practice configurations w PVjr the pregnancy 

'induced hypertension screening, rate (table 6) the IHS appear^ to achieve^ less * 

N:m^eragfe |han either the ^010 's' or private^ practice. However^,s'the provider 

. i periifioriitSnce l-s.,nearly the same and exceeds 90%Vin ^ach practice tyoe for this 



health task (table .8), indicating that the low population -based rate is due to 
patient b'ehavior rather .than provider performance,. It is of, note tjiat the ^ 
recognition abnormal bloo'd pressures (greater than 90 mm Hg, diastolic) ' is 
substantially I6ss in the IHS from both the population (table 6) and providel' 
(table 8) perspectives, ' . ^ 

Other vindicators of screening for prenatal care, infant care, streptococcal 
pharyngitis and hypertension show' simildr patterns . The most consistent trend 
is observed in the provider -based indicators. R^^gardJ^ess of which practice con-^ 
figuration achieves the highest coverage rate,* that ind^icator when viewed froin 
the provider 'perspective generally reveals very similar patterns of provider 
performance. This would indicate that the major differences in systems per- 
formance for screen fng are issues of patient utilization and continuity of care 
■ ratSSr tjian issues of provider ^erfprmance. 



DIAGNOSTIC EVALUATION: > - — * / ' * 

•The diagnostic evaluation was exanylned through indicators for prenatal 
care, lacerations, urinary tract infec$,ions, an<J iron-deficieiicy anemia. #he 

y Y fl 

criteria for the diagnostic evaluation indicator s were purposefully sipiple an^ 
emphasized f|ie most b^'^ic el6|nents of diagnostic, work -up. >/ore ^cpmplex ^ 
diagnostic tasks and t|iose apgjlicable to a smaller percentage ;0f cases were not 
included for examination. .(^ . i> 

The prenatal work-up rate i^ substantially higher in the HMO's from both 
population fta'ble 6) ihd pl^OA^ider (tabU^ 8D perspectives*. This is a compound 
indicator cal^ling for a serofbgy^for lues, cervical culture for GC, pap smear, 
and clinical pelvimetry^ by the 20th gestationq^ week. The rates for .IHS and 
private practice are low principally -due to the infrequency with which, cervical 



cultures were obtained. The Qther indica^s t)f diagnostic eV'^luation show no \ 
particular 'pattern. * " / / 



TREATMENT PLANNING: 



Inclicators of treatment planning Wferjg include^for lacirations, streptococcal 
pharyngitis, urinary tract i^ect ions, /and iron-deficiency anemia. No con- 

•si'^tent pattern of superior performaj\co noted among the practice con- ' ' 
figurations. For streptococcal pMr>^git;is (table 10) th6r.e were three in- v, 

|/dicators oCtreatmenyplanning. /^^^ '^treatment rate" examines the precent ofj,_l 

patients with a posi/tive, 'strep 'qui ture who received any antibiotic within 

five^ays. The "ti-eatment-af-choice rate", however, requires a specific 

dQse of benzathii/e penicillin, or oral penicillin or.- erythromycin for 10 days, " 
* / 

The "unsupported treatment rate" examined the percent of patients with ' '"^^^-A. 

/ • - . 

pharyngitis whfo received ^n/antibiotic without a previous^ or concurrent 

, ■ ^ ^ • 

throat cultuye. It is interesting to -noje that private practices maintained a ' - 

^f^^^i^ll^^ WitteTn thr(5ugh the three treatment indicators and also' had the 



:highesr*scrj^eni/g'^.y^efd df throat 'cultures at 39%. t 

^1 



FOLLOW-UP:: 




The flollow-up functions wer« examined for postpartum c^re (table" 
laceratior s, yOirinary tract infection, Wd ' iron^xiefic^iency anemia. ~ The stri^c- 
ing pattern ^noted is that provider performance on the follow-up tasks is con- 
sistent across all pract?.ce types for each tracer, while ovet-all ^differences 
are generilly due ||i>system recognition or patient behayio:;. The indicators 
of postpSitum cafe {table 6) under seore \his point.. The ^'postpartum contact 
rates" var r from 57% in the IHS^to.85% in the private practices. The extent 
of application df follow-up ^ong patip^its who delivered (postpartum follow- 



up rate-2^ varies from 2^% in the IHS to 39% in the HMO's. Hoyever, the * 

" \\ * • • 

"postpartum foilow-cil) tates-l" iwhich measures follow-up task completion for . 



patiVlits who n^k^e postpartum visits was relatively constant across practi 
types. ^ ' ' • ' / ' • ' * 

CONTINUITY OF CARE : " / 

— — — ^ »^ 

^The indicators. for urinary tract infections (table 11), iron-def icien<^ 
anemia (table 12) and hypertension screening (table 13) wete constructed to 
assess the continujLt/ of health care. Edch expresses the* probability (based* 
on empirical data) that patients successful in the proceeding element of care ^ 
will pass successfully through th^ next proems element. Likewise the transi- 
tion rate^through fniiltiple successive elements of the process of care can be 
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expressed as thfe product of the intervening rates, \perhaps the most publicized 
sequeiice of transition rates is the ''k x h'' serias used to describe the care 
of hypertensive patients. According to a public health advertizing campaign, 
only on^e-half of the hypertensive patients have! be^n diagnosed, and of thesf , 
only one-Jialf are under^ treatment. The product of/ these (0.5 x 0.5 = 0.?5) 
expresses the probability that a given hypertensive individual 'has been, 
diagnosed and^placed on medical management, / 

This analytic technique lias been applied to/' the data for urinary tr&ct 
infections and is shown in/tabie 14. Xhe 'Werill process success rate'' is 
derived from the product 6f the ^'uccessive indicators and is 11% for the IHS 
andJ^MO's and 10% for the private, practices. The same approach can be used to 
examine selected sequences of care.* For example";^ the proKkbility that a 
screened positive individual^will progress through the sequence as far as 
tfej^ment is (0.88 x/0w89 x 0.50 x 0.95>, 0.37), for the IHS, (0.86 xU).97-x—t 
0.37 X 0.-95 f 0. isy fox the private practicesj, aTfd^(0.80 x 0'*97 x>0.27 )q,0.90 
, J 




\^ 0,19) for the HMO's.. Fijr.lher the prbbabilitv/\hat a treate.ci\patient Will 

V progress successfully through the follow-up sequence is (0.68 x 0.59 x 0.72 ;= 

* 0,29).for the IHS, "(0.61 x 0.79 x 0.73 = O.isj for rural private" practice, 'and* 
• * • « ' ^ • - " 

" \^^''?'! ^ X 0.80 = 0,57) for the HMO'^s.'^ * ' - ^ 

. - S^mijar2xLt]Le_4u:0babd4it\^^t the patient will make the required contact 

ywith the provider of health 'care can be estimated from the product of the . 

^ "evaluation contact rate" and the "follow-up contact rate". This results in - 

(0.88 ,x 0.68.= 0.60) for the IHS, (0.86 x. 0.61 = 0.52) for the private practices 

' V- ' . and. (0.80 x o'.77 = 0.62) for the HMO's.. The probability that the need tfor . 

^ ' . • ' * 

♦ « service on these visits will be recognised can be expressed as the pfodi^ct of 

"abn6rmal screening recognition rate" and the "foliow-up recognition Vate" 
This results 4n (0.89 x 0.59^= Q.52) for the IHS^ (0.97 x 'o.79 = 0.77) 
priv/lUe practice, and (0.97 x 0.92 = 0.89) for thQ,.HMO's. Final^A t>i 
- • probability that all diagnostic and treatment tasks will be completed^ given i 
patient contact and recognition, can be estimated from the product of the 
"diagnostic evaluation rate", "treatment rate", and "follow-ug rate". These 
estimates suggest probabilities of (0.50 x 0.95 xO.72 = 0.34) fx)r the IHS, 
,(0.37 X 0.95 X 0.73 = 0.26) for the private practices, and •(0.-27 x 0.90 x 0'.80/ 
^, = 0.19) for the HMO's. • . 

. ■ Similarly it is possible to estimate the impa^^^^^_^^^g^jjaagw»el 
* aspects of care by substituting in the cross product equation.. For example, 
the benefit derived from incredsing the recognition functions to an ideal leVel 
can be estimated by ^Substituting 1.0 for the, observed rates of- recognition 
, ;steps. Since an improvemenj: pf this m^ignitude may be somewhat unrealistic, . 

. an estimate can be jnade of the impact of increasing the recognition rates to a 

• ^ • * , • ^ ^ * . » •. . 

level midVay between the observed^and ide^l rates. This can be done by 

' ' C * • • • ' ' ' • 




substituting 

Observed rate + ( 1.0 - oteerved rate) 
.for the "recognition'' indicators. ^ ^ 



As an example, table 14' compares the 6bserved "overair process success 
rates" for urinary tract infections with those derived from estimates of 
improving selected functions to tlje 50% level. Improving patient contact 
rates does not result in a dramatic change, but would appear to result in 
relatirrely-ino^:6-_improvement in th6 continuity of care fox private practice. 
Similarly improving reqognition rates to the 30% leve^j^-^Would appear to most 
b^ne^it -care in the IH$. Imp/6ving the- diagnostic, treatment, and follow- 
up tasks to the 90% level wouW result in substantial improvement in all ^tJiree 



practicdj configuration, raiding th€";^overal,l process success rate" to a high of 
40% in '^'he HMO's. -^It is instructive to not^hat of the latter onl^ the 
(diagnostic evaluation and follow-up rates were observed at levelsrless tharr' 
&0%.l . The^ir^t'^^^ these indicators are basic and certainly dcTnot involve 

jated^^!\^^ diagnostic logic; 



This?*an^lytic approach to the continuity of care foj^-lron-deficiency anemia 



^yields similar trends. However, a slightlyXdiffetent pattern i# observed in 

' . / ^ y * • « ^ - ^ \ 

hypertension screening shown in table ^15. In this case the "overall process 
success" (for screening) is 20%, 32%, and 30% for the IHS, private practices, 
and the HMO's, respectively. The greatest improveiHgnt in the continuity of 
care for the' IHS and , private practice derives from increasing the contact 
rates to 90%, and^improving ^he screening rates have the least impact. On 
the othlr hand, ^ the HMO's deriVe approximately the same, improvemept in ^e' 
'contiwity of care from each projection, . . „ . 



• HEAlTfi STATUS INDICATORS : ' " 

Tl^e. health status indicators for infant Qare (tdble 4) and prenatal care 
(table 7) are jiot particularly enlightei^ing due tq. the relatively low ^ 
frequency of poor o^itcomes in these two welf-patient groups. However/ the 
~^'^dBquat^-'grt?.vtj^ infants (table 4) reflects%xpected, results despite 

the previously noted' lofr rates of nutritional counseling, growth monitoring, 
and diet monitoring. This raises tha question of whether these pi^ocesses of 
care have a substantial impajit on outcome. ^ , • 

The "observed rate/of anemia'' for prenatal patients, (table 7) was 
^substantially lower in private practice than in the IHS or HNlO'sif The 
* relatively high operative delivery rate in the H^^O's is largely due to the 
'22% rate of operative deliveries in one'sitq. The relatively low "repeat^ 
pregnancy ^-ates" in\the IHS may be related to theVrelatively high "family 
planning counseling" i*ate of table 6. " - ■* . * 

The "observed wouml infection is ^te " for lacerations (table 9) is not 
instructive ^and the positivre strep culture yield for streptococcal pharyng'dtis 

(table 10) has received previous comment." ' , '^'\ 

\ ' ^ ' . / 

Of those patients who had received treatment and a fallow-up culture p for 

' ' ' ''.-^ ^ ^' ' ^* . 'S^-^ ^ 

urinar)?^ tra^ct infections .(table 11), a substantial number in each frattice 

Site had organisms in their urine at follow-up. This Raises questions of the 

choice of antibiotic, duration of treatment, and patient ""compliance with the 

tpreatment plan. Similarly, of* those patients who were treated for iron- 

deficiency anemia and followed-up with a repeat hematocrit and/or hemoglobin 

^ i * * ' . 

in the IHS, 45% still had abnormal values. In addition to the questions' 
raised regarding UTI»^, this^result may indicate that a course of iron 
therapy is being utilized as a diagnostic procedure. It would 'have been 
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instructive to audit Vho subsequent care of those patient's, whose' repeat blood 
' ' . , " • * <» * * 

counts were abnormal . ' *' ' . 

Finally, the screening yield for hypertension (table 2?13) measured thfe 
^.percent 'of patients 'screened who had one or more diastolic blcJod pressu?*cs 
above 90 jiun Hg. No substantial differences between practice types are' 
observed. - ^ . * - ' 



" CONCLUSIONS: ' ' •" " . ' 

'Comparison of the systems perloriiiance for the tracers of this study have 
several itnportant implications. There appears to be no substantial and con- 
si^tent, difference in the performance of the. -providers of care,v<Most- of 

. the ^differences observed are attributable to patient contact with thd system 

of.. care or system recognition. of the need for Service. However, the provider* 
'.••>*• ' ' ' ' 

'indicators, however' consistent, do not reveal a particuFarly high level of" 
/- ' ' . ^ . » \ 

performance considering that the criteria foT diagnostic, treatment, and > 

f0llow-tip indicators 'emphasized only the jnost basic eleiiients of care. ^It 

WGXUld therefore appear that overall system^^erformance pould be substantially. 

improved if providers in all practice, types capitalized on existing patient 

. msit*0tte|ns tprperfo^ needed heaft4i tasR^; ' 

* " ' • ^ » • ^- 

. The results "o^f this study do not suggest that one, practice configuration 

* , ' ' • <*f 

is superior to anotherr*^ "Among the specific pilot sites ajt this ^udy^ however, 

it Appears that the IHS provided. more widespread application of counseling and 

educational^ tasks, and selected screening tasks. The patiei^ coiftaqts with 

the system v/ere relatively high although the' recognition of nee^d for ^service" 



was relatively low.. Both may f)e du^ in p^rt to the multi-dlsck^linary 
health care team and extensive field health program of tl^e; 1^0. Thi/ would 



LC 



tend to4ncrease the pxobfbility of patient contact bul^lso wouSd tend to 

increase the diffitulty ii) communication am(}ng^ all members o*f»the "heal/h 

' ' I . % V - / - \ . 

care' team. . ^ , ^ • - . ' 

Conversely the re-cognition of the need for service ei^peaxs to be higher 

in the private practice's and HMO's. The overall tendency for private practice 

to excell in recognition may be^due in p^rt to ' th^ ^t^s complex syst^em of 

privatQ^practice and the tendency for a patient l^o-cons^trently be- seen by the 

same provider of services. It would also appea't t^at'the follow-up functions 

*^re generall/ more completely achieved, in private practice a^nd the HMO's, 

with rates of patient contact for. follow-up being s^iei^h^t ^higher in the 

^ private practices. ^The dnly consistent difference ^be^e^n /HMO's. ajiSiprivate, 

. practice obsexved in the pilot sites of this study, wptijd sugg^t that the iWo 

1 " ' ' * - ^ ' <. 

achieve a somewhat higher application of counseling, 'education, and health 

surveillance tasks among their beneficiary populations^' * 

The. study suggests four major methodologies areas' that^hould be of 

cortcern in future' application Qf quality assessment t^hniques to 'ambulatory 

car^. First, examination of .provider .performance aloneXdbes not necessarily 

reflect the adequacy of ca^re received by the patient population. In^this 

study, population-based and provider -based indicators were ^employed^to examin 

the effectiveness of care provided and the .effectiveness q£ care received* 

.Second, the study specifically designed indicators to-^exan4ne -the. continuity 

• ^ - "t 

- of care. These results suggested significant impediments to 'the cpntinuity 

of health care that j^n^asi zed the' adequacy of the ttiagno$tic/ and therapeutic . 

proQess alone . This study would suggest that improving We adequacy of only the 

diagnostic and treatment aspects of iare to aiKjsisa^I. ^ v6 l ^wopl d not 'result in 

. continuous,. ca,re for* the majority of patients. * ' ^ ^^1>'' / ^ 
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The study suggests three major met^hodological ^a^reas that should be of con- 

^ \ ^ ^ 

earn in future applicatioiil of quality assessment techniques to ambulatory <:are. 

First, examination of provider performance ajone doe^ not necessarily reflect 

the adequacy of care received by the patient population. In this study, 

population -based and providter-based indicators were employed to examine the 

effectiveness of carejrovided and the effectiv^ess of care received* 

'^econd, the study specifically designed indicators to examine the con- 

Jtinuiiy of oaVe>- These results suggested significant impediments to the con- 



tptti:|^^f health care that would no,t have ^ergtjd from a study, that emphasiz- 
*.t^»v adeq^^ dia^n6stif_^dr:iJ^^ie^ alone. This study * 

^^i^improying sth0^V?dea^c^ of ^'j^, diagnostic and treatment/' 
^r.\tt.A jjQt resijflt. iti continuous care'fdf the 



majority W'patiet^-sf . , . 

' Thi^d, jexamination of health status indicators do not add sipiifiqantly 
to the in^^^ation derived from this meth&dolpgy. However, important outcome 
measures mary be to assessi/ig the quality of health c^re, additional develop- 
mental work is needed to clarify a concept of health outcome and apply it to 
quality assessment techniques*' for ambulatory care. ^ 

Finally, this study 'methodology is based on the tracer approach to. ^ 
assessing health care. As such it makes two assumptions which* have never * 
been adequately tested. First, it- assumes tliat the information derived fgrom 
examination of a "tracer" disease is similar to 'thai which would have been 
obtained from examination of. other 'isimilar" Conditions, ^lore importantly^ the 
implicit assumption within € tracer approach is that adoptive^rocesses directed 



at-imj>foving identified deficiencies in-h^alth ca^^r- a tracer, will result • 
also in improvements in other "similar" conditions. ,The latter assuliiption. is 



particularly tenuous as attention directed toward a' tracer condition may, in 
reality, detract from the care provided for.otHfer similar conditions. 
Several studies are currently underway at the Office o? Research and Develop- 
ment*, IHS to test there assumptions, but until objective evidence j.s^available , 
such assumption^ must be viewed as tenta\:ive, - v " * 
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FIGURE 2: Process Wap For Iron-Deficiency Anemia, Indicators Placed^equentially Along The 
Prdt^ss Can lixpress' "Continuity*' As A Series Of Conditional' Probabilities based 
Q * On Empirical -Data. In This Way, The Relative Impediments to Confinuity Can Be 
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TABLE 1: TrU'Cor Conditions Us^^d In Pilot Study In Relation / ^' 

• *• • To Tho Assessment Perspective And The Clinical ' ^ 
Functions of Health Care. * ' 
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1 ' Rate 


Percent of infant visits made when due for a 
DPT iirjnunization; resulted* in'tho immunization 
being ijivcn. 
















255 




J Diet 
j History 
Rate ' 


•Percent of infant visits during the first 13 ^ * 
months' of life, 'which resulted in any statement 
of recent' dietary' intake. 




I9LZ 






925- 








r 


1 **♦■*' ■ ' * 
j • , TABLE 5': Provider Performance ; .* 
i • - • For Infant Caro (providor-bascd 

f . ^ process indicators) ■ / * 

1 • Id ^ ■• . * ' . . • 

1 . ■ o '.. • ■.','/ ■ • * 

i ^ ^. 3'4 -■■ • ; . / ' 




^ 

f * 






t 

35. 


• 

• 



; . • ■ . ■ ■ ^ 

< 

\ 

f 

TwrnrA-mn * ' DESCRIPTION 1 


" 'Aggregate data * 

6i^ERVrCE UNITS , 
INDIAN flCALHi SCRVICI? 


AGGRWWJE DATA 
. TiffltAL PRIVATE t 
PRACTICES 


* AGGUnGR/vTC DATy 
2 METROPOLIT/OI ME/J^TH 
MAIvrr.N'AN'CE .ORGANIZATIONS 


u 

• « 
• 


MliAN V 
.wrighr.cfi 


No, 


(in %r 


MJiAN 


No. 


Ri\I^E ' 
(in %) . 


' MIAN \ 
weighted 


pts. 


(in 5;) 




IT I KIl^L^Jt^ 

Entry ^te 


Percent of pregnant women who encountered 

the health care system by the 20th ^-eekjpf gestation. 










/34 












Prcncital ^ 
Kork-Up 


Percent of pregnant women who had docuTfcntation ot 
VDRL, cervical culture, pap smear, and clinical 
pelvietry by xhc 20th week of gestation. 








/% ^ 


c 


^ 

t 










.Uxsk 

Assessment 
'Rate 


Percent ot pregnant women who* had a statement of 
.risk or prognosis of pregnancy by the 2Qth week 


f to 


300 


, O - 30 












7-/2 


• 


Desire i'or 
Pregnancy 
Docur.entation 
Rate 


Percent of pregnant wo.T.en ,who had documentation 
of whether pregnancy was wanted, unwanted, ox: 
undecided by the 13th week of i gestation. ' 




-7" 


r 






— // 










Unwanted Pre- 
gnancy TAB 
Rate 


Perc(5Tit Qf women with documentation of unwanted 
pregnancy the the 13th ,weeK who received a TAB* 






sV 


100% 


4 






7 






Famxly 
Planning 
Counseling 
Rate 


Percent af pregnant wo^ien who Jiad^docuraantation 

of family planning counseling during the pregr 

nancy prior to delivery. ^ • ^ 




234 


?> • 




IZ9 












TAB i ^tf)Lly 
Planning " 
Rr.tc 


Percent of- women with TAB who began fanjUy , <f 
planning within 8 weeks after the TAB* 


/DC>% 




T IT 




4 






7 






Fostpartun ^ 
Fan 11 y 
Plannii^i; 
Hate — 


• L ■ ^ 

Percent af women, >'ho begart tamiiy planning or 
fov wliom their intention not to begin family 
planning was documented within Svceks of ^ 
del.ivcry. y 






Z4'7C> 




154 


52 -ao 










Nutritional 
Counseling, 
Rate 


Percent ot pregnant women who received nutritional 
counseling by ^the 20th week of gestaHon. 












„... 


^7 







TABLE 6 : System Porformanco For .Prenatal 
Caro (population-based process 
indicators) ^g- ' 



^ sample available from only one site 



37 




36 



1/ 



INDICATOR 
Pill 

Screening 
n<itc 



AUiormri 1 
H^ogni t Ion 



Screen inj! 



Monitoring 
kutc 



- rosfpnrttim 
Contact 
•,Un to 



Follow-Up^ 



ro5tp,\rtti'n 



DESCRIPTION? 

Pcucnt of prejjnnnt women who h:ul thoir bJood 
pros sure rcrprdn! nt Icnst 3 timer, tn the - 
scconcl nnJ S U mcs in th e th I rJ tr imos tcr . 



Percent of p.il louts with a dlnstollc BPXJO, who 
l>n<l a (lliif^nosls or nnrrntive documenting 
recojinjtlon of tlie nhnormal result. 



J'ercrnt ci prep.nnnt women who hnd n hemo;»lobjn 
or hemniocrit record etJ 3n thn first 20 weeks 

of R cstat ioiij^ 

Percent of prenn:int wombn who hnd the fiindnl " 
Irtjipjit recorded nt least 3 tJmes in tlio. second 
:ind 5 times In the third trimester, nud had tlio 
fetal henrt rate Recorded at least oncp in the 
se cond a nd S tiinos i n the third trimcs ^ j^. 
Percent of delivered patient \^\o mndo a visit 
within 8 weeks *nfter delivery. 



I*ercent of del ivercil ^^ntients making a post- 
partnm vi*sit with any statement regarding exam 

of ntoiu s, HP, nnd weig ht. 

I'ercent of delivered patients with any statement 



docnwenting c^ti^in^ition of the uterus y BP. 
wejj»ht_j)y 8 weeks after <^clivery^ 



TABLE 6 ; Continued 



and 



AGGRHGATn DATA 

0 snRvici: units 

INDIANJIHAnH SURVICE 



Ml:A^^ *j 

weighted 



2^ 



S7% 



3L 



ZR4 



UAKUD 
(in V) 



O-loo 



ACGRECATn DATA 
3 RURAI, PRIVATfi 

pnACIfcns 

N 



a- 4^ 



34-7S- 



/3-39 



MI'AN 
weighted 



81% 



7i% 



0 

pts 



//7 



/Z5 



/54 



49 



KANfE 
(in ^) 



h 

AGCRHGRATE DATA 
. 2 METUbrOI.ITAN IIRAlTfl 
MAINTENANCE OIKIAN RAT IONS 



ril'AN % 
VP in lit ed 



5/^ 
^3% 



* Sample nvnllnhlo from only ono site 



39% 



Pts 



5-7 



^7 



69 



J'AI.''.;i; 

(in -i) 



30-70 
35-9-5. 





• * ' i% 


AGGREGATE DATA . 
6 SERVICE UNITS ' 
INDIAN HEALTH SERVICE 


AGGREGATE DATA 
3 RURAL PRIVATE , 
PRACTICES' 


< 

AGGREGRi\TE DATA 
2 METROPOLITAN HEALTH 
MAINTENANCE ORCy'vNIZATIONS 


• * 

. 

• * 

* ^ 


INOTtATOR 


DESCRIPTION 


MEAN % 
weigh tec 


No. 

pts 


(in %) 


mm % 

weighted 


No 
I>rs 


RANGE 
(in ^) 


MEAN % 
wcirhtod 


No 
nts. 


. fOWGE 
(in %) 


* 


NORMAL BIRTH 
ItiBlCUt R3\TE 


Percent of pregnancies resulting in a bdrtR 
weight between S lbs. 8 oz. and 9 lbs. 




281 


62-% 










4i 






ACChPTAWE . ( 
ONE MINUTE % 
APGAA RATE 


Percent of pregnanQie^/^esulting in an infant 
- with a one minute Apgar of 7 or greater. 


• 90% 


Z7L 






5Z 






43 
< 






OBSEftVgD^^^ 


r^Pfei^cent of pregnancies with documentation of PJH 
rj^oxi^ocuinentatiGn of a diastolic BP 90 mm Hg. 

1 4- • ■ 


15% 


2B4 


o-zc 




154 












OBSLRVED . \ 
* , GESTATIONAL 
DIABETES 
• RATE 


Igprctfnt of pregnancies with documentation of 
♦'^gestSational diabetes* 










0 












* - OBSERVED ANEMIA 

• RATE 

« 


^ ( 

Percent of pregnancies screened for anemia^ with 
'^docu'nentation of a HCT<37% or a Hgb<12. 




Z4L 




n 








62 






<j 

OPERATIVE 
, DELIVERY 
RATS 
♦ 


Percent* of pregjnnncios resulting in delivery 
by C-scction. ^ . 




m 






m 




JZ% 








^ REPBVT 
PREGNANCY 
V lt\TE 


Percent of women who become pregnant again within 
12 conths of previous delivery* 




m 




— ^ 


IOC, 






4 


- - ' -- " 1 





TABLE 7 : Prenatal Care Outcomes 
j (Health .Status Indicators) 




i 





4 

t 


ACGlinCATE DATA ^ • 
0 SERVICC UNITS 
IlJDIAM* IiCALTi^ SCRVICE 


AGCnnCATE DATA ' 
• 3 HUUAL PRIVATE 
PRACTICES 


ACGRECRATE DATA ' 
2 METIlOPOLITrXX HEALTH 
MAINTfA'ANXE 01^ GA\ HAT ION'S 


« 

\ 

m 

* ^ 


INDICATOR 


DrSCRIPTION 


MliAN ^ 
weighted 


Ko. 

vi5VT 


(in%) 


weij^^ited 


No. 


IWNGE 
(in 


MIIAM V 
weighted 


No. 


(in 




Prenatal 

Kork^up 

Rute 


Percent of first prenatal visits which resulted in 
a VORL, cervical culture, pap smear, and clinical 
_pelvimctry withiii 2 weeks of the first visit. 






IZ' (.1 












&^'74'^ 

I 




Risk 

AsscSv'J^cnt 

K itc 


Percent of first prenatal visits which resulted in . 
a statement of risk or prognosis of pregnane/ with- 
in 2 v.ecks of the fir<;t visit. 










/54 


U'lU 


10% 




1 

7-/2 1 ' 




Prenatal 
work-tt*) 
Rate vby 
20th vteck) 


Fcrctr.t of first prenatal visits occurring prior to 
the 20th week, which resulted in a docui; ontat-ion 
of a VDUL, cervical culture, pap saenv, and clinical 
pclvinetry by the 20th week. 




/93 


0-5'S 


12% 




/0'i7 


7S% 




L&-7L 




KisK 

Asscs-snent 
Rate (by 
20th «cck) 


Percent of first prcnjtal visits occurring prior to 
the 20th week, which resulted in a statement of 
risk or prognosis of pregnancy prior to the 20th v 
week. 


10% 


/93 






9& 


3-23 


11% 


U 


8-l2 




DciJirc hor 
Prcgr.ancy 
Documentation 
Rate 


Percent of first prenatal visits which resulted 
in a statement of whether the prt^gnancy was 
wanted, unwanted, or 'undecided. 


* nt 


253 


0-33 












1 II -51a 




Unwanted 
Pregnancy 
Coun-5 cling 

P T t" 1 • 


Percent of prenatal visits for women with un- , 
w.tnted or undecided about prtgnancy within two 
weeks of documentation, resulted in counseling 
rccardin? der>ire for jjrepnancy. 




13 






7 


. 100' 100 


eL% 


7 




• 


.\ncAiia ■ 
Screening 


Perc^^nt ofc tirst prenatal visits which resulted 
in dociurxntation of a W^^atocrit or hemoglobin 
\;ithin two weeks of first visit. 












t 


S7% 


v" 


« 




Fri^n^ncy 
Monitorinf *^ 
Rat e 


^ i'c^rcL-nt of prenataJ vis^ius r.a-le after first 
"visit which resulted in documentation of the 
f"J!idal hci^'Iit. 












S3' 99 


Q27t, 


cn 






Pill 

Scrc^tning 
Rat c 


Percent of prenatal visits made in" the second 
and third *tri:ncster which resulted in docaT,cn- 
t.ition of the dinst^olic blood pressure. * / 








94% 


im 












Abno/inal 

Blood 

Prceiure 

Recognition 

Rate 


Percent of prenatal visits with a recorded 
• diastolic blood pressure 'greater than 90 mm Hg,, 
resulted in a diagnosis or narrative indication 
recognition of the abnormal result. 










2.4 




. foc>% 


4 


100^ 





\ 



TABLE 6 i Provider Performanco For Prenatal Caro 
(Provider-based praccss indicators) ^ 



\ ♦ 



Sample available fron only one site 



I ERIC 



42 



43' 



• 

IKSICATOa * DESCRIPTION' ^ 


AGGRCGATE DATA 
0 SERVICE UNITS 
INDIAN IfUAL'JH SrjIlVICE 


• 

AGGRECATE DATA ^ 
3 RURAL PRIVATE 
PPj\CTICHS 


AGGkEGRATE DATA 
2 METROPOLIT/V\ HEALTH , 

MAT^rrR^^x^•c?K o^gm^-xattons 




MifAN % 1 
vciphtcdjnt*;. 


(in %) 


MEAN ^ 
^'eie^ted 


No, 


lOWGE 
(in ?0 


MilAN % 


^•N 0, 


(in 




Description 


Terceat of scalp or extremity lacerations for 
which the following were docuncnted: 
1. Tine since the laceration. 

.2. Cause of the laceration, . • 
5, Pe^vription of .laceration. 








■40%. 






- 32%- 


3B 






,0ocunv2ntation 
Of Extent Of. 
Iniwry Rate 


Percent of scalp or extrci.uty lacerations with 
docLunentation of .assessment of feone, •nerve, 
.nnd/or vascular involvement. 








5S% 








38 






Tetanus 
Prophylaxis* 
Coverage ♦ 
Rate 


Percent of scalp or extremity lacerations 
which had documentation of current tetanus 
coverage, or were provided additional 
^covcmee. 






Of *^ ~v 


jt^ 








Oo 






Rev i sit - 
Rate , 


Percent of patients v/ho had laceration sutured 
who had ail encounter with arty provider for any • 
reason within 5 -to 15 days after laceration ^ 
was silturod. 








it h 










y /OU 


I. ■ 1. ■ 

• 


'Fol Jow-up 
Race 


Percent of patients with sutured laceration for 
who3i some statement of wound healing was made 
within S to 15 day^ of initial -encounter, for 
th(^ lacfration. 




Z23 






95- 


so -77 






SZ-ioo 




0J)5^ved 
Kouo<i 
Infection 
Rate 


Percent of scalp or extremity lacerations with - 
documci^tation of a wound infection. {2 wks.) « 








' 4% 


■/03 


0'4 j 




3G 







« ft 



V 



TABLE O •.' System Performance 
For Lacerations (papulation-bascd 
process JLndicators)^ 



45 




44 



* , i 

% 


AGGREGATE DATA 
6 SERVICE UMTS 
tNDIAN HEALTH SERVICE 


> 

AGGREGATE DATA 
' 3 UURAL PRIVATE . 

PR.\CTICES V 


* 

^ y AGGRECRATE DATA 

2 MEIPvCPOLIT/VN' ^lEALTH 
MAINTENAN'CH C'^^JANnATION'S 






DESCRIPTION 


MEAN 


•N'o. 


(in ?i) 


ME/\X *v 
weiphr/*f^ 


/o. 

pts . 


iU^vNGE 
(in 


MEAN' 'C^ 




ll\,\GE 
(in 




Sc recr^inS 


Percent of'pationt-episodes pf^haryngitis 
who ,recei,ved a throat culture within two 
days of the initial visit.. 


V ,V /A 




^/ - 63 




759 


47-6^ 


1 « 

7/ /S 


99 




• 


1 reatr.cn t 
Rate 


Percent of patients with* a positive strep 
culture who received ari^ytibiotic within 
five days of the culturo date. ^ 




IIZ 






30 
5o 


66- /OO 




£9 


65-92/* 




Ot-Choico • 
Bale 


I*/ "If* »> lit f\p rV'if'IAllt'C Ul^K 't Tift ci^Svrt 4Jt T*rti\ 

culture who received either 1.2 nu LA bicillin 
(600,000 units for children less than 60 lbs. 
or 9 years of af»e)> oral pcrficillin for 10 days, 
or erythromycin for 10 days within 5 days of 
the culture dntc. 




//Z 


S3 'too 






72^:' 

V 




65-. 8 5 




Unsupported 
Treatment • 
Rste 


Percent of p.itients with an episode of pharyiigitis 
i/ho received aa antibiotic without receiving a 
throat culture*. ^ 




53 <! 


'9-37 , 











99 






P{5Sitivc 
Screp 
Culture 
Rete . 


Percent of pJiaryn^iitis episodes cultured which ^ 
resulted in .a positive culture for strep. r' 

• . -^-^ * 




372 


5-- 34 . 


?. J. 


, a 

/o/ 






7r 


5"- 2/ < 


1 



TABLE, /i? : System Pcrfoxroance 
J For Streptococcal Disease (population -I 
' *f , , based process indj^ators) ' 

vj* ... 



> « 

> 


/ 

♦ N • - 

<* 

DCSCRIPTIO>^ 


» 

/ 


AGGREGATE DATA 
0 SCRVICE <\\ITS 
INDIAN HEALTH SERVICE ^ 


•-^ 

AGGREGATE DATA 
3 RURAL PRIVATE ^ 
PRACTICES ^ . 


{ , 

AG6REGRATE DATA 
2 METRO?bLI^\.\ HHALTK 
MAINTCXAVCE (nGAV/ZATIONS 


■-. 


INOTCMOR 




MEAN -^i ' 
wei*»hted 


ots.* 


, (in %) 


ME/XN 
weirhtr»d 


pts. 


lUNGE 
Cin %•) 


MEAN ^-4 
wc»i7htod 


No. 


(in 




£v*aludtion 

Contact 

Rate 


Percent of patients with a positive urine - 
culture (> 100,000 oufjanisms) who ma*ie 
contact Uith the health care system within 
2 -weeks of positive culture. 








t 




//& 


83-90 


,80% 


9^ 






AlSnormal ♦ 
; Screening 
* RcccgAition 
'\ Rats 


Percent of patients making - contact within 
2 weeks, Aiho had any statement or action 
indicating that positive culture was 
recognized-. i* 












/^)^ 





•97% 


77 






Diagnostic 
Evfiluation 
; . Rate 


Porccrtt of patients with recognition of 
positive (Culture, kIio had documentation 
of the history, description^^f s^ptoms, 
tonipornturc, and' palpation of the abdomen. 






203 

* 




' 37% 


97 






75- 




t 


'fvcatracnt 
Ratff 


Percent of patients with recognition of 
positive culture, wfio were placed on an. 
appropriate antibiotic tlierapy within 2 * 
weoijs of po«5ltive culture. 




95% 


zoa 




95% 


97 




90% 


7/ 


90-9/ 




* * Fol lou-U|> « 
Contact 
P.;it<: 


Percent of patients treated who made 

c .\tucc with the h-iaith'cdro syutein within 

1-'1 uorhs ^jfvor i he trc.Ui'xc-ut started. 






1 




to 




77Z 








rolJow-Up / 
Recognition 


I'ciccnt ot patient^; Kuikinji contact for 
wl»o:li» there w:is any statement of action 
indicating recognition of the necU for 
folloit-iip.' 






V 

'32-69 / 




57' 






50 ". 






Rato 


Percent of paticipl^With recognition of the 
need for follow-up who received a urine cul- 
ture withj^ 3-1 weeks after treatment started. 


f 




eo 


/a- 9^ 








po/o 




74- P 7 




\ RccuXture 
- t Rate 


Pcrccat- of^paticnts treated and fol lowed -up 
who had a rctlcat urine culture resulting in 
< 100,000 orj»ani.sns; 




SB " 


0-88 

















i ^ 
T; 

\ ; ' • 

I- 

\ ' 

1 ■ 

1 


TABLE // -Continuity'Of Caro 
For Urinary Trn^ Infections 

* • * 






• 










* : 


• 


• 


■ " r ■ 


• .. ' „ 


• 












\ 


• 


• 


f 

• ^^^^ 




. i • 




r 


.... , 1* 








« 








49; 




is ^' ' 


#. 

''A 






















.1- 

i FRir 




1 
i 










* 






• 






f . 


1 , 








* 




/ 






• 





iT/aiCATOR 

Cc«t;tct For 

Screening 

Rate 



^ D CSCRIPTIO.V 

Percent of^nj(';mts and prcnatai patients who made 
contact with the health care system when they re- 
quired screening for anemia. (PeYcent of infants 
contacting the system between ago 6-13 months. 
Percent of prenatal patients contacting the system 
by 20th week of pestationl. 



, AccuncATn data 

0 SEUVICC^UNUS 
INDIAN IftALTH StllVICE 



Ml-AN 
vginhtcd 



B2% 



No? 
pts. 



^7/ 



:%rANGU 



70^94 



■pi 

ACCRnCATn DATA 
3 PvUUAL FRIVATC 
l'«i\CTICnS 



Ml-AK % 
woiphtcd 



86^ 



No . 
nts. 



UANGU 
(in ^0 



ACCHr.GRATC DATA ' 
2 METROPOLITAN linALTH • 
MAlN7r.N'A\'CE ORGAN' 1 2 AT IONS 



wo lighted pts. 



No 



95% 



/23 



(in *0 



Screening 
Rate 



I'erceac of i nlnnts a nd prcr.atals making contact for 
scr een ino , who hjd a hotnatocrit and/or hemo^'lobin. 



<rLL 



4S% 



Z2S\ . *?/'*5"3 



^3% 



//7 



Ivaluat ion 

Contact 

Kate 



Abnormal 
Screening 
Recognition 
Rat* 



Diagnostic 
Rate 



Percent of ]).itienLs scrcencci positive for ^ancT.ia, 
(l!CT<33 and/or Ilbg ^ 11) who made contact with tho 
syst em witi>in 3 weeks after positive screenin g. 



S7^ 



i^crcent of patients making contact for whom there 
iyany statcnqnt or action indicating recognition 
of the abnoi*mal result. 



6^% 



Percent, of patic.iis with recognition of abnomal 
result^, for whom any statement of dietary intake 
WIS 3:«ade. ' * , _ 



S(,-loo 



40 



"too 



79 '/CO 



5U ^S'-S? 



7Z% 



44Z 



Z5 



164 



n-jz 



44 



Treatncnt 
Rai.c 



Contact 
Rate For ■ 



Percent of patients with recognition oX abnormal 
je suit, >ho were stnrted on iron tliempy. (1 wk) 



I-oUov*-Up 

Recognition 

Rate 



Percent of patients who made contact with tiie 
health care system wirh/n 3-6 weeks after iron 
th erapy was institiiccd. 




Fdixont of patients contacting tl»e system 3-5 weeks" 
after therapy started, for whom there was any 
statement or action indicating the need fpx follow- 
tm. 



Screening 
VUid 



Percent of patients with recognition of the need 
for^fqlJow-up who received a hemoglobin and/or 
hematocrrt within 3-6 week^ after institution of 
i roR therapy 



Percent of infants and prenatal p(iticnts screened for~ 
anemia who had a iri*b<ll and/or Hct<'33~. 



IIZ 



SS-/OD 



go - /do 



S7% 



53- 75 



Bit 



40% 



2^ 



SO' 100 



40% 



37 



SO-/DO 



2/ 23-/00 



7^% 



2S- 



31 ^Sh 



to 



4- 



337 



'9-3?i,\ //9 



7=' 



— I — 



2-9 



Rosolution Of 
Anemia 

Coca-sentation 
Rate 



Percent of patients with a repeat llcf^and/or Hgb 
3-6 weeks after therapy started, which resulted in a 
Kct E 33 and/or Hgb 2 11. . 



29 



0-fOo 



IS\ €0'lop 



6' ICQ 



' TABLE tZ : Continuity Of Cnrb For Ifpn-. 
.Deficiency _Ancra'ia 



I ND ICATOR DESC^ I PT I OM 


AGGREGATn.DATA : • 
6 SHRVICE UXI/rS 
INDIAN HHAI.TH SHRVICE 


AGGREGATE DATA 
3 RURAL PRIVATE 
PRiXCTICHS 


AGGnnG!l\TE DATA . 
2 METK0?OLIT,VN' HEALTH 

VAi N~r.\' AN : o;;c an i z av to\$ 




weic'hted 


pts. 


K/\NGO - 
(in ^0 


\'eiphtod 


Ko. 

pts . 


liANGE 
(in '0 


MtAN 
wciphtcd 


. No. 
pt s . 






Screening 
* Contact 
Rat<? 


i'ercent ot population who ciaUe contact with 
the health cari; systcw at least once within 
the three year tinie frame (1/1/74-1/1/77), 


7S% 








329 


^0-95 










ScFv^'nin^ 
Hate 


i'crccnt or patients making cor.taat who Jiad * 
*^cir blood pressure recorded at least once 
(in the absence jof traiima, pregnancy, in- * 
toxication, or ilqdcr the influence of medica- 
tion krovsTi to elevate blooiP^ressure) . 










307 






% 


~ 


Abnormal 

Screening 

Recognition 

R2tC 


J^rcent of pat lent ^ with a pbsitive UP 
.screen (diastolic BP>90)*for whom there was 
any statement or action indicating recog- 
nition of the abnormal result on that visit. 






T 
















Abnoreval 

Screening 

Contact 

R?>te 


Percent of patients with abnor<r.al screening 
EP v;ho inude contact with the system within 
6 >'eeks of the abnormal BP, 










4-3 




> 








Rescf^reniiig 
Rate y 


Percent of paticnti. m.iking contact who had 
a blood pressure recorded witi^In 6 weeks of 
the r\'"M>iTTil nbno'-»al I'csult. 




52* 


so 'ioo 




40 






/5 






ScrccAijf^S 


Perccjfvt of patients i»cre«netl during t-hc 

tire franc, who had on<; or more dla!>t.olic ' 

blo-^d pri»s«'iire i'cadinps abovft' 90ti^» Ifji . 
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jrJAliLE 13 : Continuity of Caro 
J For Hypertension Screening 
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TABLE 14: Urinary Tract Infections - Projecting overall process 

* Success through improvements in selected clinical events, 



Evaluation 

Contact 

Rate 



OBSERVED 
R>\TES 



IHS 



.88 



.86 



HMO 



.80 



. IF CONTACT R/\TES 
WERE IMPROVED TO .90 



IF RECOGNITION RATES 
WERE IMPROVED TO . 90 



IHS 



PP 



liMO 1 IHS 



,90 



,90 



.90 



.88 i .86 



.80 



IF ACTION TASK RATES- 
WERE. IMPROVED TO .90: 



IHS I PP i RMO 



.88 



,86 



.80 



Abnormal 
Screening ° . 
Recognition 
Rate ' 



.89 



.97 



,97^ 



,89 



.97 



.97 



.90 



.97 



,97> 



.89 



.97 



,97 



Diagnostic 
Evaluation 
Rate 



.50 



,37 



,27 



.50 



.37 



.27 



.50 



,37 



.27 



.90 



.90 



,90 



Treatment 
Rate " 



,95 



,95 



,90 



.•95 



95 i ,90 ; .^^5 



.95 



,90 



95 .95 



,90 



Fol4bw-up 

Contact?^ 

Rate 



Follow-u;^ 

Recognition 

Rate 



.^68 



,61 



.77^ 



.90 



.90 



.90 



.59 



.79 



.92- 



.59 



,79 



,92 



.68 



.61 



.68 



.61 



..90 



,90 V ' 



.92 



.59 



.79 



.77 



.92 



Follow-up 
Rate 



.72 



,73 



.80 



.72 



.73 



.80 



.72 



.73 



.80' 



.90 



,90 



.90 



Overall Process 
Success 



.11 



■10 



.11 



,14 



.16 



.14 



.i7 



.12 



.11 



.24 



.31 



.40 





OBSERVED 
RATES 


4 


IF CONTACT RATES 
• IMPROVED TO .90 


IF RECOGNITION RATES 
- IMPROVED TO .90 


IF ACTION TASK RATES 

iMPROvnn TO .00 




ihS 


HP . 


I-IMO 


. XHS 


PP 


ISiO i 


IHS 


PP 


■ ll\!0 


ms 


PP 1 RMO 


Screening ^ 

Contact 

Rate 


• .78 


.93 


. 93 

* 


.90 • 


.93 


.93 


.78 


. 93 


.93 


.78 


*^'-^93 


.93 


i 

Scraening 
Rate / 


.79 


.83 


.94 


°.79 


- .83 


.94 


.79 


• 83 


.94 


.'90 

• 


.90 


.94 ' 


Abnornal 
Screenings 
*Rcdpgnition 

■\ : 


.60 

> 


.68 


.69 


.60 


.68 


.69 


<90- 


.90 


. .90 


.60 


.68 


.69 


Abnoimal Scr.oening • 
Contact X - 
Ratp 

o 


.63 


.63 


.72 


V90 


.90 


.90 


• 63 


.'63 • 


.72 


^ .63 


.63 


.72 


Rescreening 
Rate 


.84' 


c 

.98 


.69 


.84 


..98 


.69 


1 ,84 


.98- 


.69' 

* 


.90 . 


:98 


.90 


Overall 
Process 
Success 


.20 


.32 ' 


.30 


,32 


.46 


.33 


\29 


.43 


' .39 


..24 

1 


^ .35 

t , ' 


.39 

< 

1 



TABLE 15: Hypertension * Projoct-ing Overal^l 
Process Success Through Improve- ^ 
mcnts in Selective Clinical Events^. 
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